present as a "herald bleed", i.e. epigastric discomfort the infected aortic graft if gross infection is not present. 6, 7 This method avoids the complications asprior to melaena, 4 pyrexia and/or abdominal or back pain. Any patient with previous aortic surgery pre-sociated with aortic stump pseudoaneurysm formation or rupture, especially when the rates can be as high senting with a gastrointestinal bleed must be fully investigated to exclude this devastating complication. as 38%. 8 However, the risk of recurrent infection is not known. For in situ graft replacement PTFE has been Establishing the diagnosis is often difficult and less than one-third of cases are diagnosed preoperatively. 5 claimed to be more resistant to infection than Dacron. 9 In this case the infected infrarenal aortic graft was Investigations should include an upper endoscopy, which in the Swedish experience 3 was diagnostic in situated inferior to a type IV TAAA. The combination of an AEF and a TAAA did not lend itself to the only a third of cases, and/or computer tomography, which is of increasing diagnostic help especially if a conventional extra-anatomic revascularisation and so the entire aorta below the diaphragm was replaced pseudoaneurysm is seen. In this case duodenoscopy was negative as the AEF was located more distally.
with a prosthetic graft. Despite a stormy postoperative course, this patient remains well with no evidence of Surgical treatment of a secondary AEF remains controversial. The conventional approach is removal of infection 2 years later. the infected graft with suturing of the aortic stump and an axillo-femoral extra-anatomical bypass. The References bypass may be performed after or prior to the aortic closure, the latter avoiding lower body ischaemia. 
